, when the patient (L. C.) was shown at the Royal Society of Medicine, he at first continued to gain in strength, but then he became rapidly weaker, and in spite of cardiac therapy, etc., died on November 20.
The necropsy showed complete closure of the isthmus region of the aorta (see fig. 1 ) for a length of 5 mm., exactly at the site of the insertion of the ligamentous remnant of the ductus arteriosus; this was 13 mm. distal to the origin of the left subclavian artery, the short segment between the root of the latter artery and the complete block being extremely stenosed. The collateral arterial circulation between the upper and lower segments of the aorta had evidently been carried on in great part through the enlarged internal mammary arteries (especially the left one) and some enlarged intercostal branches of the aorta distal to the stenosed isthmus.
The heart was greatly hypertrophied,2 especially on the left side. There were only two aortic cusps (see fig. 2 ), which might for convenience be called an anterior one and a posterior one, though the true embryological equivalence of these cusps was shown by the position of the origins of the two coronary arteries in regard to them. The two cusps were of nearly equal size, but the anterior one was divided into two equal parts by a kind of frenum (or "crossbar" of John Hunter3). The two coronary arteries arose above the anterior cusp, one above each of the two divisions. The whole aortic ring and the two cusps were completely calcified, the calcareous cusps having a verrucose surface, especially on the distal (aortic) aspect, as if the calcification had followed old verrucose endocarditis. Between the two calcified aortic cusps there was only a thin slit-like passage, that is to say, there was extreme aortic valve stenosis. There was also a good deal of calcification of the mitral ring (that is to say, at the insertion of the mitral cusps). 
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The pericardium was completely adherent from old pericarditis, and the pleurae over both lungs were also in great part adherent. There was recent pneumonia (macroscopic and microscopic examination) of the lower lobe of the left lung. The spleen was somewhat enlarged and adherent by old perisplenitis. Part of the upper surface of the liver was adherent by old perihepatitis to the diaphragm. Nothing else of importance was found at the post-mortem examination. The brain was not examined.
REMARKS.
Since we showed our case in October, Dr. Maude Abbott has kindly directed our attention to a rather elaborate study of two cases-one with necropsy and one without, but both diagnosed during life-by H. Rosler, "Untersuchungen an zwei Fallen von Isthmusstenose der Aorta," Wiener Archiv fur innere Medizin, 1928, xv, pp. 521-538 . A smaller article is that by Dr. L. M. Blackford, in the last October number of the Journal of the Medical Association of Georgia.
In our own case the brachial blood-pressure was low, but in most cases it is high, as one would expect. In this connexion we might have mentioned that a special feature in the case of Drs. MacIlwaine and Turkington, shown in 1927 at the Belfast meeting of the Association of Physicians, was that the patient (a young man) had a very much higher blood-pressure in the right arm than the left. This phenomenon, observed also in Deneke's case (Virchow's Archiv, Berlin, 1925, ccliv, p. 336) , strongly suggests that the paulo-post-natal process causing the stenosis of the aortic isthmus in the case in question involved the root of the left subclavian artery to some extent; and Dr. D. E. Bedford tells us of a specimen from a case of Dr. R. 0. Moon, in the Museum of the Heart Hospital, in which there is a fibrotic stenosis at the origin of the left subelavian artery, doubtless part of the obliterating paulo-post-natal process that gave rise to the occlusion of the aortic isthmus in the case in question.
Unique in our case was the association of occlusion of the aortic isthmus with aortic valve stenosis, the latter being doubtless due to later acquired disease and calcification. Before the occurrence of this aortic valve calcification the patient probably had a high brachial blood-pressure, as most patients with aortic isthmus stenosis (or occlusion) have. The extreme stenosis of the aortic valve was almost certainly the main cause of the low brachial blood-pressure.
Another very interesting paper that has just appeared is the account by Dr. R. G. Anderson (St. Bartholomew's Hospital Journal, London, 1928, xxxvi, pp. 18-19) of the case of a man, aged 44, who died in October, 1928, on the day after admission to hospital. In spite of the evidence of extensive collateral circulation afforded by tortuous, pulsating subcutaneous arteries on the back of the thorax, the necropsy showed that the stenosis of the aortic isthmus allowed the passage of a cylinder which was i in. (12 * 7 mm.) in diameter. This relatively large lumen at the steinosed part of the aorta (together with cardiac failure) may have accounted for the absence of high brachial blood-pressure (systolic, 112 mm. Hg; diastolic, 60 mm. Hg). Death in Dr. Anderson's case was caused by malignant endocarditis, as in many other recorded cases, and it is exceedingly interesting that, as in Drs. Poynton and Sheldon's case (communicated to the Association of Physicians, May, 1928) and in some others, there was malignant aortitis present, affecting not the part of the aorta proximal to the stenosis, nor the actual stenosed portion, but part of the aortic wall (which was abnormally fibrosed) distal to the stricture. The stricture in Anderson's case was i in. (6-35 mm.) distal to the spot where the remnant of the ductus arteriosus (Botalli) was attached to the aorta. In the discussion on Drs. Poynton and Sheldon's case one of us (F. P. W.) remarked that the occasional occurrence of malignant aortitis beyond the stricture could be partly explained on the ground that the movement of the blood during life must be less active there (the position was somewhat like a blind pocket) than in the aorta proximal to the stricture.
The study of such cases of stenosis of the aortic isthmus illustrates the late results of an apparently useless operation, occasionally performed by Nature on newborn children. The constriction or complete occlusion of the aorta below the origin of the left subelavian artery is indeed an operation carried out by Nature, slowly (within a few weeks or months), without shock and probably without pain; it is performed without anesthesia and without loss of blood, and is unaccompanied by sepsis, though, as a late after-result, it predisposes to septic complications. but, according to the present prevailing Continental nomenclature, it is termed erythrocyanosis (frigida) crurum puellarum.'2 In the present case the condition is practically limited to the right leg, which is not obviously shorter, but slightly smaller in circumference than the left leg (about 3 in. difference at the calf). The patient (M. M.) is a rather plump girl, aged 17, apparently in other respects healthy, though subject to chilblains on the hands (formerly on the feet also). The erythematous condition of the leg commenced three years ago, but as yet has always completely disappeared during the hot summer weather. Ultra-violet light baths seem to have been beneficial.
In the present case it is not clear why the right leg only is affected, but in another unilateral case (in a young woman, aged 20 years), shown by one of us in March, 1928, the right leg seemed to have been a locus minoris resistentiaT owing to infantile paralysis in early life.3 Perhaps the present case is a rare example of inherent (constitutional) asymmetrical or unilateral reaction towards cold.4
D8c8s88ion.-Dr. L. T. BURRELL said that these cases were not very uncommon. Two or three years ago he had shown two, and Dr. Parkes Weber had suggested the name " erythrocyanosis " for the condition. The patients whom he (the speaker) had shown did not become well in the hot weather, although they improved. He believed that these cases differed from those which were strictly seasonal. Dr. A. CAWADIAS said that although such predominantly unilateral forms of this disease were rare, the disease itself, especially in its lighter forms, was frequent. The erythrocyanosis affected all four limbs in their distal parts. At one time he wondered if there was any obstruction in the arteries of tbe limbs which would contribute to this vasodilatation of the cutaneous vessels, but in all cases which he examined he did not find any disturbance in the arterial circulation. He considered, therefore, that this condition was a general disease, the result of a general metabolic disturbance, and it would be interesting in these cases to try the parathyroid calcium treatment which bas given some good results, and was based on the disturbance in calcium metabolism found in allied conditions.
